the great majority of clinical negligence actions are settled without trial. Fewer than 1% of all clinical negligence actions proceed to a trial on liability or quantum. As we write, the NHS Redress Bill is before parliament: it remains to be seen whether it will fulfil the government's hopes.
Encouragingly, it is now unnecessary to make the case for patient safety (as clinical risk management has now become). The findings of studies in many countries that about 10% of patients in hospital suffer some kind of adverse outcome due to their health care are now widely accepted. In the USA, the report of the Institute of Medicine on Building a Safer Healthcare System 2 starkly set out the scale of harm of patients and an ambitious and radical agenda for change, and attracted Presidential backing. In March 2000 the British Medical Journal devoted an entire issue to the subject of medical error, and many other leading journals have followed suit. In Britain the Department of Health commissioned a major report, An Organisation with a Memory, covering similar ground to the Institute of Medicine report, but in a British context. 3 The creation of the UK National Patient Safety Agency has further raised the profile of patient safety; many other countries now have organizations dedicated to improving the safety of their health care and the World Alliance for Patient Safety is now taking patient safety to developing health care systems. learn the clinical lessons they contained. We did not appreciate the need to change whole systems -or the difficulty of doing so -and we did not understand the full implications for clinical practice.
The patient safety community is now beginning to understand how difficult the safety problem is in cultural, technical, clinical and psychological terms, not to mention its massive scale and heterogeneity. We are faced with hugely intractable, multifaceted problems deeply embedded within our health care systems. Consider the nature of the problem. Health care is the largest industry in the world in terms of spending, numbers of people employed, use of resources and the wider impact on the population at large. It is, in addition, extraordinarily diverse in terms of the activities involved and the way it is delivered. Health care encompasses the mostly routine but sometimes highly unpredictable and hazardous world of surgery; primary care in which every type of acute and chronic condition may be encountered; some highly organized and ultra-safe processes, such as the management of blood products; and the inherently unpredictable, constantly changing environment of emergency medicine. To this list we can add mental health, care in the community, patients who monitor and treat their own condition and (by far the most important in poorer cultures) care given in people's homes. In all these arenas both error and harm to patients are a constant possibility and a frequent actuality. 4 The nature of harm, its causes, consequences and likely methods of prevention, will differ widely according to context. The causes of harm are complex and by no means due to error in any simple sense. Typically, most serious harm results from a chain of events and a concatenation of circumstances and contributory factors. Human behaviour and liability to error is strongly affected by the inherent limitations of our brains, the environment in which we operate and the wider organizational context of the health care system. Solutions to safety problems are often fraught with conceptual and practical problems and difficulties of implementation. 4 In addition to being an important problem, therefore, patient safety is also a very tough one.
"Typically, most serious harm results from a chain of events and a concatenation of circumstances and contributory factors."
What does this mean for Clinical Risk? Our principles and ambitions remain the same as those expressed in our first editorial, and have been endorsed by our new editor Leroy Edozien and the current editorial board. Nevertheless, reflecting on the new challenges that have emerged it is clear that an additional dimension is needed. Patient safety was always our aim and a big part of the clinical lessons emphasized in many articles. However, the need for change was not always explicitly stated and very few articles have addressed the huge challenge of bringing about changes in clinical practice. In the coming years, therefore, we will place a greater emphasis on reports of improvements in the safety and quality of care, on accounts of how these were achieved and evaluations of changes over time. We will continue to accept and commission reviews but will also welcome empirical papers addressing matters of relevance and importance. We are well aware that many clinicians and researchers are involved in practical improvement projects of great importance to patients, and yet there still are relatively few opportunities to communicate these findings and the understanding that has emerged. We hope that the next ten years will see a wealth of papers describing solid clinical changes that have brought about safer care for patients.
